Latino health, however, suggests that for Latino immigrants, these health advantages erode with increased exposure to the US mainland culture. 3 For example, the risk of being a current smoker among Latino immigrants increases sharply with duration of residence in the United States, and the heightened risk is most pronounced among Latino immigrant women. 4, 5 This gendered pattern is believed to reflect the waning influence of cultural norms in Latin America that frown upon smoking among women, 6 as well as increased exposure to tobacco industry advertising targeted toward women in the United States. 7, 8 Disrupted social networks and social isolation following migration are also factors often implicated in the rise in health risk behaviors among immigrants 9, 10 ; however, the specific role of different markers of individual and neighborhood social ties, and transnational ties in the increase in smoking among Latino immigrants and the differences in health risk behaviors by gender remain unclear. Social ties, formed from individual-or neighborhood-level interactions, exert an influence on adult health behaviors and health through psychosocial mechanisms that either prevent or promote health risk behaviors. 11---15 On the positive side, social relationships can help to buffer stress through the exchange of instrumental, informational, and emotional supports, which might affect appraisals of stress and perceived capacity to cope. 14, 16 Social connectedness can also generate positive psychological states that produce positive physiological responses that promote positive health behaviors. 14, 17 On the negative side, social connections can serve as the conduit for the transmission of unhealthy behavioral norms. 11, 14 For example, if everyone else within an individual's social group smokes, engaging in the group behavior can be functionally positive (e.g., strengthen social connections by smoking together during work breaks). Last, but not least, the type of social support exchanged in relationships can be negative, and produce net psychological stress and physiological reactions that generate health risk behaviors. 11, 14, 18 Social ties developed from neighborhood-level interactions reflect the extent to which a person is integrated into or connected to his or her neighborhood. 19---21 Neighborhood social ties are often assessed at the individual or neighborhood level with measures of informal integration with neighbors (e.g., perceived cohesion, perceived trust) and measures of formal participation in neighborhood organizations. This research shows that stronger neighborhood social ties are associated with a host of positive health outcomes. 19---21 Neighborhoodlevel social ties may exert an effect on health through some of the same social mechanisms that individual-level social ties affect health, such as the promotion of health behaviors through collective action or diffusion of health information, access to resources, and development of mutual trust and respect among neighbors.
21---23
Although gender is a social construction, it is evident that gender differences in social relationships exist. That is, men and women draw different benefits-economically, emotionally, and socially-from their social ties. 24 Furthermore, other scholars have noted that among Latino immigrants, different interests and culturally expected roles among men and women will "gender" their participation in these networks, such that women and men will engage in them in different ways. 25 For example, women have larger and more varied social networks, and more frequently talk to their friends about issues concerning their health, 26, 27 whereas men have smaller networks, and are more likely to rely on their social relationships for instrumental support and participation in similarly preferred daily activities. 24 Moreover, the effect of gender on social ties and health is outcome dependent, or in other words, social relationships do not exert the same effect across all health outcomes for men and women. 28, 29 For example, previous
Objectives. We examined whether transnational ties, social ties, and neighborhood ties were independently associated with current smoking status among Latino immigrants. We also tested interactions to determine whether these associations were moderated by gender.
Methods. We conducted a series of weighted logistic regression analyses (i.e., economic remittances, number of return visits, friend support, family support, and neighborhood cohesion) using the Latino immigrant subsample (n = 1629) of the National Latino and Asian American Study in 2002 and 2003.
Results. The number of past-year return visits to the country-of-origin was positively associated with current smoker status. Gender moderated the association between economic remittances, friend support, and smoking. Remittance behavior had a protective association with smoking, and this association was particularly pronounced for Latino immigrant women. Friendship support lowered the odds of smoking among men, but not women.
Conclusions 39 The increased financial strain of remittances could, in turn, increase the propensity to engage in health risk behaviors. The direction and magnitude of the association to health behaviors might also depend on the specific type of transnational activity. For example, some studies found an inverse association between remittances, return visits, and psychological well-being, 40 whereas other studies documented mixed results. 41 Gender might shape both transnational practices and the association with transnational ties and health behaviors. Immigration scholars have argued that there might be gendered patterns of transnational operations, particularly those associated with economic activities. 42---44 For example, although Latino men were more likely than Latino women to make return visits back home and to more frequently send remittances, 34, 45 Latina immigrant women were more likely to report relying on their transnational social ties instead of their US-based social ties for social support. 46 Gender differences in the association of transnational ties and smoking might reflect differential exposure to or responses to cultural norms, resources, and strains promoted by transnational ties. Remittances might impart a stronger positive association to health risk behaviors, such as smoking among men, because men, more often than women, assume the role of breadwinner for relatives in the country of origin and might experience increased stress in the presence of financial burden. 47 Previous research showed economic stress is linked to smoking, particularly among men. 48 By contrast, return visits might be protectively associated with smoking, and the beneficial effect of return visits might be more salient for women than men because repeat visits back home might reinforce adherence to social norms prevalent in Latin America, which disapprove of smoking among women. We contributed to the existing literature on Latino immigrants and health risk behaviors by (1) examining whether transnational ties (i.e., remittances, number of return visits), social ties (i.e., friend support, family support), and neighborhood-based ties (i.e., neighborhood cohesion), had independent associations with odds of smoking; and (2) testing whether these associations were moderated by gender. We hypothesized that (1) sending economic remittances would be associated with increased odds of smoking; (2) the number of return visits home would be associated with reduced odds of smoking; and (3) neighborhood cohesion would be protectively associated with smoking for both genders. We expected to find that family and friend support would have a stronger protective association with smoking for women than for men. As discussed previously, we also expected to find significant interactions between gender and remittances, and by return visits.
METHODS
We used data from the National Latino and Asian American Study (NLAAS), a nationally representative household survey of Latino and Asian American adults aged 18 years and older (mean [SD] = 38.61 [14.93] ; range = 18---97 years) residing in the United States. 49 Data were collected between 2002
and 2003. The NLAAS used a 3-tiered stratified probability sample design to obtain a nationally representative sample of Latino subgroups regardless of geographic residential patterns, and included 3 components: (1) core sampling of primary and secondary sampling units of US metropolitan statistical areas and counties, (2) high-density supplemental samplings of census block groups to cover sample geographic areas made up of more than 5% of the targeted ethnic group, and (3) secondary respondent sampling to recruit participants from households where a primary respondent had already been interviewed. 50 Respondents were interviewed in English or another language (e.g., Spanish). The final weighted response rate for the Latino sample was 77.6%. Herein, we focused on the subsample of Latino immigrants (n = 1629).
Measures
Gender. Respondents' gender was defined as a dichotomous variable, indicating whether the participant self-identified as male (reference category) or female.
Current smoking status. We created a dichotomous variable indicating respondents' current smoking status. Respondents who reported being current smokers were classified as "current smokers." Those who indicated they "had never smoked," "only smoked a few times," or were an "ex-smoker" were collapsed into a single category and coded as "noncurrent smokers" (reference category).
Transnational ties. Two variables were used as behavioral indicators of transnational ties or connectedness to the country of origin. Remittances were measured with a single item asking respondents whether they currently send money to relatives in their country of origin. Number of return visits was measured using a single item asking respondents: "How many times have you returned to your country of origin in the last year?" (range = 0---36). The NLAAS adapted these items from the Migration Status and History module of the Mexican American Prevalence and Services Survey. 51, 52 Social ties. We assessed 2 types of social ties (i.e., family and friends) using validated measures of family and friend support. Family support was assessed with 2 items: "How much can you rely on relatives who do not live with you for help if you have a serious problem?" and "How much can you open up to relatives who do not live with you if you need to talk about your worries?" Responses to items ranged from 1 (a lot) to 4 (not at all). Items were reverse coded and summed, with higher scores reflecting greater family support (a = 0.78; range = 0---8). We assessed friend support with 2 items: "How much can you rely on friends who do not live with you for help if you have a serious problem?" and "How much can you open up to friends who do not live with you if you need to talk about your worries?" Responses to items ranged from 1 (a lot) to 4 (not at all). Items were reverse coded and summed, with higher scores reflecting greater friend support (a = 0.85; range = 0---8). Measures of friend and family support were adopted from the Family Adaptability and Cohesion Evaluation Scale. 53 These items were validated and were previously used with Latinos. Neighborhood ties. We used a 4-item measure of social cohesion assessing the extent to which respondents felt their neighborhood was cohesive and that their neighbors could be trusted; these items were adopted from 3 well-established and validated questionnaires (see Alegria et al. 52 for more details economic stress, interpersonal stress, and fear associated with immigrant status and language (a = 0.69). Everyday discrimination was measured using a 9-item scale adopted from the Detroit Area Study, 59 assessing routine unfair treatment (a = 0.90) with confirmed validity among the NLAAS Latino sample. Perceived neighborhood safety was measured using 3 items assessing respondents' perceived level of neighborhood safety and neighborhood violence. 52 
Analytical Procedures
Missing values on our variables represented less than 1%, fewer than the recommended 5% for imputation 60 ; thus, we allowed for listwise deletion in all analyses. We computed cross tabulations of sociodemographic factors for the overall sample and by gender. The Rao---Scott statistic for the Pearson v 2 test for contingency tables was computed to test for gender differences on categorical variables, whereas the adjusted Wald test of differences was computed for continuous variables.
We performed a formal test of multicollinearity. The variance inflation factor for each of the predictors was well below 10 (range = 1.05---3.13); thus, there were no extreme interrelations between predictor variables. First, we estimated bivariate associations between key predictors and odds of being a current smoker. Second, we modeled the odds of being a current smoker by building 5 sequential models. In models 1 through 3, we included each type of tie (i.e., transnational, social, neighborhood) separately, along with the main effect of gender. Model 4 included gender and each tie simultaneously. Model 5 further included 2-way interactions between gender and each tie. All models adjusted for aforementioned covariates. We tested for differences in slopes through regression coefficients associated with the product term. We used coefficients from model 5 to calculate predicted probabilities of current smoker status and plotted them to illustrate significant moderating effects. We analyzed data using Stata version 12, 61 and incorporated the NLAAS weighting and design variables, and accounted for the complex sample design to estimate standard errors in the presence of stratification and clustering. Furthermore, we acknowledged that the Latino category was composed of multiple subethnic groups across Latin America and the Caribbean, and that the association between our exposures and outcomes might also be modified by subethnicity. Thus, as a sensitivity check, we ran models that first included 3-way interactions between gender · national origin · type of tie and then models with 2-way interactions for Latino subethnicity by each marker of social ties. The model with the 3-way interactions did not converge, whereas the model with the 2-way interactions did not substantially improve the fit of our model. In addition, to address potential issues associated with response bias, we compared nested logistic regression models that included and excluded social desirability as a covariate. These analyses revealed nonsignificant survey-adjusted F test results for the full model (F [1,50] = 0.08; P = .78), indicating no statistical difference between the full and reduced models. We therefore reported estimates from models that did not include subethnicity as a moderator and that did not adjust for social desirability. Table 1 presents the weighted distribution of selected sociodemographic characteristics of the total sample and by gender. Immigrant men and women differed significantly from each other on many of the selected sociodemographic characteristics, although they did not differ on ethnic composition, level of education, or years in the United States. Table 1 also reports on weighted descriptive statistics for key predictors and smoking status. Of the total sample, nearly 15% reported being current smokers. Current smoking was more prevalent among immigrant men (21.17%) than among immigrant women (7.40%). A greater proportion of immigrant men (49.62%) reported that they sent money to relatives in their country of origin, compared with immigrant women (34.68%). No gender differences were found for number of returns in the past year, family support, friend support, or neighborhood social cohesion. Table 2 presents results of unadjusted and adjusted logistic regression analyses. In the bivariate models, being female was associated with lower odds of being a current smoker (odds ratio [OR] = 0.30; 95% confidence interval [CI] = 0.19, 0.46). Greater frequency of returns to one's country-of-origin and greater perceived neighborhood social cohesion were also associated with decreased odds of being a current smoker (OR = 0.98; 95% CI = 0.96, 0.99 and OR = 0.90; 95% CI = 0.84, 0.97, respectively).
RESULTS
In multivariable logistic regression models, where each type of social tie was included separately along with gender, we found that female gender remained associated with lower odds of being a current smoker. Furthermore, we did not find that any of the transnational ties (model 1) or social ties (model 2) were associated with smoking status after controlling for covariates. By contrast, model 3 showed that greater perceived neighborhood social cohesion remained associated with decreased odds of being a current smoker (OR = 0.91; 95% CI = 0.84, 0.98), independent of control variables. In model 4, where we simultaneously entered the main effects of gender, transnational, social, and neighborhood ties, as well as covariates, both female gender and higher levels of perceived neighborhood social cohesion remained as having protective effects. Income top coded at $200 000 and rounded to nearest whole value. *P < .05; **P < .01; ***P < .001.
Lastly, we tested whether associations between ties and smoking status were moderated by gender (model 5). Gender significantly moderated the relation between remittances and smoking and between friend support and smoking. Sending remittances to one's country of origin was associated with a decreased risk of smoking, but the effect of sending remittances on smoking was stronger for immigrant women compared with immigrant men, holding all other variables constant (Figure 1 ). Moreover, gender had both buffering and exacerbating effects on the relation between friend support and smoking. That is, for immigrant women, increased friend support was associated with increased probability of being a current smoker, whereas the opposite was true for immigrant men, holding all other variables constant (Figure 2) .
DISCUSSION
To the best of our knowledge, we are the first to examine the associations between transnational, social, and neighborhood ties, and smoking, and to test for the moderating role of gender among a nationally representative sample of Latino immigrants. Our results suggested that transnational ties associated with travel to one's home country might serve as a risk factor for smoking. Neighborhood cohesion might be protective of smoking among both Latino immigrant men and women, but the effect was not consistent. Lastly, we found evidence that gender patterned the association between transnational economic ties, friend ties, and smoking among Latino immigrants.
Contrary to our hypotheses, higher number of return visits to the country of origin in the past year was associated with increased odds of being a current smoker, but gender did not moderate this relationship. The positive relationship between number of return visits and current smoker status might reflect financial and emotional stress associated with physically maintaining proximal transnational behavioral ties to the country of origin (e.g., travel to country of origin, traveling with goods to country of origin) as opposed to more distal transnational ties (e.g., intermittent phone contact with kin and relatives in country of origin). We conducted a supplemental analysis and found that in our sample, the number of visits to the country of origin was positively associated with psychological distress (b = 0.06; P < .01) for both men and women. We were unable to determine the reasons or context for the return visit(s) (e.g., death of a family member, leisure). Future research should examine the reasons for the return visit and associations with health risk behaviors.
Gender moderated the association of immigrant remittance behavior and smoker status, but not in the expected direction. In particular, sending remittances was associated with significantly lower odds of being a current smoker only for Latino immigrant women and not for their immigrant male counterparts, even after accounting for sociodemographic factors. This might reflect gendered differences in access to interpersonal resources as a function of remitter status. For example, sending which focus on men's reactions to traditional male gender norms, and actual financial strain associated with sending remittances, might be more relevant for smoking behavior. Future research should elucidate whether genderrelated social norms and financial strains mediate the relationship between transnational practices and smoking. In partial support of our hypothesis, the association between friend support and smoker status varied by gender; however, there was no independent or moderating effect for family support. Consistent with the findings of Li and Delva, 63 our adjusted analyses suggested that greater levels of friend support were associated with higher odds of current smoker status among Latino immigrant women, whereas greater levels of friend support were associated with lower odds of current smoker status for immigrant men. Previous research showed women were more likely than men to talk to their friends when distressed and to talk about issues concerning their health. 26 Furthermore, Latinos, in comparison with nonLatino Whites, were more likely to smoke in social rather than solitary contexts. 64 Perhaps in the context of using friend support systems as venues for addressing stressful life concerns, Latino immigrant women might be more likely to smoke while interacting with friends as a means to cope with life stress and remain socially connected. We also conjecture that greater use of friend support by immigrant women might be indicative of greater networks in the US mainland and possibly greater adherence to US-based behavioral norms that are less restrictive of smoking. 65 In this context, friendship support might be conflated with social pressure to adopt group-specific normative health behaviors, 11, 14 such as smoking within interpersonal contexts. However, we did not have data on the specific ethnicity of the members in the support network, and so it was unclear if the networks were concentrated with coethnic peers. Consistent with both previous work in this area and our hypotheses, 32 neighborhood cohesion was associated with lower odds of being a current smoker, and this association was not dependent on gender. However, this association became nonsignificant once interactions were introduced into the statistical models. These findings might be attributed to the fact that large sample sizes are usually needed when testing for multiple interactions, particularly in logistic regression models 66 ; consequently, we might not have had sufficient power to detect many significant interactions within 1 model. 67 
Study Limitations
Although our article made significant contributions to the literature on gender and Latino immigrant health behaviors, there were a few limitations that warrant discussion. First, our data were cross-sectional and did not rule out causal or temporal relations between our variables of interest. Future work on migration and health would benefit from examining changes in the structure and purpose of social ties as a function of migration, as well as trajectories of smoking behavior over the life course. Second, we could not rule out whether the relationship between remittances and lower smoking might be attributable to unobserved characteristics of remitters versus nonremitters or other psychosocial factors (e.g., perceived adequacy of support, size of social networks, health beliefs). For example, it was possible that those who saved money and sent remittances had higher ability to delay gratification, and hence, were less likely to spend money on themselves (i.e., purchase and use cigarettes) and were more likely to send remittances to the home country.
Third, we lacked information on the cigarette price differentials between the United States and sending countries. It was possible that cigarettes were taxed less, and thus, cheaper in some of the sending countries, and hence, people who return had more opportunities to purchase cheaper cigarettes at home and bring them back to the United States. Fourth, we were unable to control for smoking status before migration in our models, because the data did not lend itself to such controls. Fifth, we assessed transnational ties using behavioral indicators of connectedness to the home country, and thus, we did not assess perceived connectedness to the country of origin.
Relatedly, our measure of social ties (family and friend support) did not differentiate location of social support (whether in US mainland or abroad). Sixth, we did not assess constructs embedded within the social category gender, including but not limited to, gender role beliefs, attitudes and norms, gender role strain, and gender identity, which would have provided more information about how gender shapes differences in health. Finally, we included a single-item measure of current smoking status. Comprehensive assessments of smoking behaviors (e.g., number of cigarettes smoked per day, duration of smoking, quit attempts) might provide more detailed information regarding types of smokers (e.g., nondaily, light and intermittent smokers, nicotine dependence) and variation in social ties profiles by smoker type. Future studies might also consider evaluating smoking status using measurement of biochemical markers, such as breath carbon monoxide level and plasma or saliva cotinine concentration.
Conclusions
Cigarette smoking is the leading cause of preventable morbidity and mortality in the United States across races/ethnicities and genders. 68 Smoking is also a major cause of cardiovascular disease and cancer, which are, in general, the 2 leading causes of death among Latinos. 2, 69 Thus, drawing greater attention to the multiple psychosocial factors that may account for smoking among this population is indisputably needed. Our results highlight the complex, multifaceted, and gendered role of transnational and social ties on smoking behavior among Latino immigrant men and women who often live within transnational spaces. Although nearly 40 million people in the United States are immigrants and actively maintain ties to their countries of origin, 70 routine assessment of the social and economic strains and resources associated with transnational ties, and the role these factors play in health behaviors is virtually nonexistent. Our results suggest that culturally competent approaches to clinical care should include the careful assessment of an immigrant's local and transnational ties that might either buffer or promote exposure to negative health behaviors such as smoking. With regard to gender differences in smoking and friend support, special attention should be given to immigrant women and toward understanding how friend support might promote smoking in this subgroup. j
